HGH (mull) LH (uI!) FSH (ull) TSH (mull) 0141·0768/891 120769-021$02.0010 © 1989 The Royal Society of Medicine pressure. The plasma sodium was 132 mmolll but the other electrolytes, urea, creatinine and glucose were normal. Amenorrhoea had occurred after her original admission. Headache was not a feature at any time.
The results of endocrine investigations are shown in Table 1 and suggested panhypopituitarism. Pituitary failure was confirmed by combined anterior pituitary function tests (Table 2) .
Other causes of hypopituitarism were excluded by normal coned X·rays of the pituitary fossa, a normal prolactin level and visual fields, absence of thyroid, adrenal and pituitary auto-antibodies, negative tests for syphilis, and a positive Mantoux test. A computed tomography scan with iodide enhancement showed virtually complete intrasellar cisternal herniation.
On replacement steroid therapy the patient is now clinically well. 
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Discussion
The temporal relationship between the embolic events associated with infective endocarditis and the subsequent development of panhypopituitarism suggest that embolism produced pituitary infarction. As far as possible other causes of hypopituitarism have been excluded. The finding of the empty sella syndrome (ESS) is also compatible with embolic infarction. Other causes ofESS are possible but because this patient hasa normal pituitary fossa spo:,t~e~us infarction of a pituitary adenoma is unlikely, as IS PltUltary apoplexy in the absence of any suggestive history. The patient does not fit the classical description of primary ESS given by Brlsman et aLs, namely a middleaged, obese, post-menopausal, multiparous woman with a history of headache and CSF rhinorrhoea.
It is possible that the ESS is unrelated to either the SBE or the development of hypopituitarism, because ESS is relatively common, having a reported prevalence of 5-20% in routine autopsies 4 .5 and in 8-25% of patients with sellar enlargement 6 • 7 • Significant clinical endocrine dysfunction is uncommon in ESS s • While pituitary function teats may reveal minor abnormalities, basal hormone levels are usually normal", Only occasionally is primary ESS associated with significant endocrine dysfunction, pituitary tumours, or other intracranial abnormalltiea''. It is, therefore, reasonable to conclude that in this patient both the hypopituitarism and the ESS were secondary to single or multiple embolic episodes.~. Arterial embolism is a common complication of subacute bacterial endocarditis (SBE) and cerebral emboli occur in 17% of cases'. Embolic damage to the pituitary gland in SBE has not been described. We report a patient in whom cerebral embolism during SBE was followed by hypopituitarism and an empty sella.
Case report
A 47-year-old woman (para 4+0) presented with a 3-week history of tiredness and a 6-day history of rigors. She was normotensive at all times and not obese. Axillary and pubic hair were normal and menstruation regular until this time. Examination revealed a petechial rash, a soft blowing apical systolic murmur, and pulse regular at 80 per min. There were no splinter haemorrhages nor finber clubbing. Shortly after admission she developed weakness of her left leg and on another occasion a pulseless cold right arm; both events lasted only a few hours.
Results of investigations were as follows: haemoglobin 13.5 gldl, white blood cell count 5.7x10 s , platelets 183x10 s , erythrocyte sedimentation rate was 80. Urea, creatinine, electrolytes and glucose were normal; alkaline phosphatase elevated at 606 uIl (normal range 70-314), asparate aminotransferase 59 uIl (13-42), alanine aminotransferase 202 uIl (11-55), gamma glutamyl transferase 128 uIl « 38).
Urinalysis negative. Chest X-ray was normal. Lumbar puncture showed clear fluid, protein 0.12 g/dl, no organisms, and was sterile on culture. Liver biopsy was normal. Blood cultures grew a B-haemoloytic streptococcus; a mid-stream specimen of urine yielded the same organism in significant growth with three red blood cells and three white blood cells per microlitre on microscopy.
Infective endocarditis was diagnosed and treated with benzylpenicillin and gentamicin. Echocardiography showed mitral valve prolapse.
Subsequently the patient did not return to normal health.
She complained of anorexia, nausea, coldness and tiredness.
Two further admissions failed to show evidence of recurrent endocarditis or vegetations on echocardiography. Twenty-two months after her initial illness, the patient was admitted complaining of tiredness, coldness, nausea, occasional vomiting, amenorrhoea and was found to be pale with absent axillary and pubic hair, and a low blood 
Meeting reports
Breakfast -do we need it?
Keywords: breakfast; oats; cholesterol; obesity; bowels Breakfast is special. It can be nothing, or a thousand calorie feast. It can be rich in saturated fat and sugar, or devoid of them. It can supply most of the day's fibre intake, or none of it. Some of us love it, some hate it. I confess to being a breakfast-lover, which is one reason why I organized this meeting. A meeting on breakfast would not be complete without a representative from Kelloggs. Their scientific director, Mr W D B Hamilton, opened the day with a fascinating look back at the brothers who founded the company -WKK and Dr JHK. They were both health food enthusiasts and they marketed cornflakes and wheat bran with evangelical zeal in the years around the First World War. The brothers would be pleased to know that between 1976 and 1988 the proportion of British adults having cereal for breakfast rose from 30% to 44%.
A unique survey of current breakfast habits was presented by Margaret Whichelow of Cambridge University Clinical School. Of9003 adults, randomly selected from electoral rolls, 74% habitually had something to eat within two hours of rising. It is a habit that seems to grow with age -only 64% of young adults eat breakfast whereas 93% of the over-eighties do so. Retired men are the only people who still eat bacon and eggs frequently but even with them it is only one in five who eat the traditional British breakfast. Miss Whichelow unveiled two intriguing facts which enhance the healthy image of breakfast. The more a person smokes the more likely he is to skip breakfast (less surprisingly, the same goes for drinking) and, when people are asked to say how they feel right now, on a numerical scale from very bad to very good, those who eat breakfast report themselves as feeling better than those who do not.
From all this one might expect paid-up members of the Food and Health Forum to be enthusiastic breakfasters. And so they are. In April of this year I carried out a postal survey of the 250 Forum members, of whom 175 responded. The results show that, on the whole, we practise what we preach. The great majority eat breakfast (87%). For most of us this is a high-fibre cereal and/or wholemeal bread or toast. The favourite cereal is muesli and the favourite fatty 8 Ekblom M, Ketonen L, Kuuliala I, Pelfonen R. Pituitary function in patients with enlarged sella turcica and primary empty sella syndrome. Acta Med Scand 1981; 209:31-5 (Accepted 1 November 1988. Correspondence to J K McAlpine, Senior Registrar, Geriatric Medicine, Lightburn Hospital, 966 Carntyne Road, Glasgow G32 6ND) spreads are polyunsaturated margarine in men and low fat spreads in women. It seems that men worry about their hearts and women about their waist lines. At any event butter is scarcely more popular than sugar. A quarter of us have fruit at breakfast.
Oats, oats and more oats. An 'oat-bran for your heart' craze is sweeping America, and British food shops are beginning to stock a range of oat-bran-rich products (breakfast cereals, breads and crispbreads). Traditionally we British had oatmeal porridge for breakfast in the winter, and breakfast is still the meal where oats are easiest to take. So it was appropriate for the keynote lecturer to be the man who put oatbran on the map as a cholesterol lowering agent, Jim Anderson of Kentucky University at Lexington. His evidence was compelling. Eight studies have shown oatmeal or oat-bran to be effective. Not only is LDL cholesterol lowered (by 8-29%) but HDL cholesterol is raised so that the key ratio LDLlHDL falls by 10-35%. This is as good as the effect of most drugs. There is a snag, of course -palatability. But with a little ingenuity anyone can get in the necessary 50 to 60 g of oat-bran daily. Look out for the oat-bran cookery books -they are coming I am sure. Why does oat-bran lower serum cholesterol? It is a rich source of soluble fibre and all soluble fibres (like pectins, guar gum and ispaghula or psyllium) lower the serum cholesterol. How do they work? We do not know for sure but there are several possible mechanisms, which were reviewed by Professor Anderson. Can oat-bran be overdone? Yes, one case of an oat-bran bezoar in the intestine has been reported.
In this country oat-bran is less popular than wheatbran and wheat-bran is taken mostly at breakfast time. Professor N W Read of Sheffield reviewed the health benefits of wheat-bran. The pendulum is swinging back and gastroenterologists are now writing papers on bran-resistant constipation. To be fair, gastroenterologists see the hard core of patients and most constipation in the community is probably still bran-sensitive. All the same, there is nothing magic about bran. Read himself has shown that little pieces of plastic have just as good a laxative effect as bran, gram for gram tBr Med J, 1988; 297:1175-6 ; so will we now advise a bowl of All-Plastic with milk for breakfast?). Turning to the all-too-common irritable bowel syndrome, Read pointed out that, after all, bran is no more than a placebo for most patients.
